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INTRODUCTION
The stress and social support profiles of families with differing service needs were explored in this study. A growing body of literature on the impact of disability on family adjustment points to the variability rather than the homogeneity of families' responses to caring for a disabled or handicapped member (e.g., Akamatsu, Stephens, Hobfoll & Crowther, 1992; Carr, 1994; Crnic, Freidrich & Greenberg, 1983; Eiser, 1990; Rolland, 1993; Sloper & Turner, 1993; Tunali & Power, 1993) . Such variability may be due to differences in the type of disability and family stresses entailed by it, the resources available to families caring for their handicapped members and particular coping strategies adopted by carers for the disabled person (Sloper & Turner, 1993) . While adjustment of carers for people with handicaps is typically assessed in terms of physical or psychological well-being , a particularly useful index of carer adjustment for service providers may be carers' reported service needs (Bailey, Blasco & Simeonsson, 1992) . In this study the reported needs of carers of people with learning disabilities were assessed with a view to identifying sub-groups of carers with differing service-need profiles. The study also aimed to identify stress and social support profiles of such subgroups.
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METHOD
Participants
The primary carers of 78 people with learning disabilities living in County Kildare, Eire, were interviewed in this study. Participants were members of the Kildare Association for Parents and Friends of the Mentally Handicapped. The 78 carers constituted a non-random convenience sample drawn from a population of carers whose handicapped dependants were receiving services in nine educational and training programmes in the County. Demographic characteristics of the handicapped individuals and their primary carers who participated in this study are presented in Table 4 .1. County Kildare is a predominantly rural locality with a number of small market towns.
This group studied were predominantly married women of whom almost half (48%) were in their forties. Only 10% of the handicapped people whose carers participated in this study had spent time in a residential school, group home or special hospital. Over half of the carers (51%) had only primary school education and only 7% had completed secondary education. A third of the families (33%) had no car and the average income was under IR£10,000. The mean family size was 5 children with a range from two to eight. Over a fifth of the families (22%) had more than one child with a disability. Overall, the group of carers who participated in this study were relatively socially disadvantaged. 
Assessment Protocol
Family needs. Carers' perceptions of family needs for a variety of internal and external resources and services were evaluated using a 34 item Family Needs Scale which was based on the Family Needs Survey (Bailey et al, 1992) . For all items, three point response formats were used (1 = do not need help, 2 = unsure, 3 = need help) and item scores were summed to give scale and subscale totals.
The overall scale contained eight subscales which assessed needs for familial social support, help explaining the condition to others, assistance with meeting the handicapped members leisure needs, extrafamilial social support, financial assistance, service information, child management information and respite care with counselling. These eight subscales were identified by conducting a principal components analysis with varimax rotation on a pool of 42 items some of which were drawn from Bailey's original scale and some of which were generated by the research team. Thirty four items with loadings greater than .4 on eight interpretable factors were entered into a second similar principal components analysis. The eight factor solution from this analysis was used to construct the eight family need subscales. Items with factor loadings above .4 on a given factor which did not load more substantially on another factor were included in the subscale based on that factor. Alpha reliability coefficients were calculated for all eight subscales and these ranged from .72 to .87 with an overall scale reliability of .93.
Behaviour problems and skills. A 22 item scale was used to evaluate carers' perceptions of handicapped persons' conduct problems and difficulties in developing life skills. For all items, two point response formats were used (1= yes, has skill or lacks problem, 2 = lacks skill or has problem). The overall scale comprised five subscales which assessed the presence of behavioural problems and skills required for self-care, independent living, safety, and grooming. The same statistical procedures that were employed in developing the family needs Family stress. The stresses and strains associated with caring for a handicapped family member were assessed with Friedrich's short form of the Questionnaire on Resources and Stress (QRS-F) ). This 52 item scale has 4 subscales which assess (1) family problems associated with the index child, (2) carer's pessimism about the index child's future adjustment, (3) the carers' perception of the handicapped person's social skills deficits and (4) the carer's perception of the handicapped person's motor skills deficits and incapacities. A true/false response format was used for each item. Responses were coded so that high scores reflected a high level of stress. Subscale scores were based on subscale item totals. The factor structure of the QRS-F is well established so Friedrich's original scales were used in the present study. In this paper only the scores from the first two subscales are reported since constructs Psychometric data on the scales used in this study are given in appendices 4A-4D.
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Assessment protocols, which contained the instruments described above along with a demographic information sheet, were completed in participants' homes with informed consent and a guarantee of confidentiality. Most participants filled out the questionnaires unaided. Others completed the questions in an interview format. Protocol completion took between 80 and 100 minutes Item scores from completed protocols were entered into the mainframe computer at University College Dublin. Routines from the Statistical Package for the Social Sciences (SPSS) (Norusis, 1990) were used for data verification, item analysis, scale construction and all statistical procedures reported here.
RESULTS
To identify subgroups of carers with differing need profiles, a cluster analysis was conducted on the 78 cases. Cases were clustered on the eight family need variables and scores on these variables were transformed to z-scores for the clustering procedures. There were two stages to the analysis. First a hierarchical cluster analysis was conducted. Then, a non-hierarchical cluster analysis was conducted in which the standardized means of clusters identified in the hierarchical analysis were used as seed points. This two-stage approach allows meaningful clusters to first be identified and then for the membership of these clusters to be fine-tuned (Hair, Anderson, Tatham & Black, 1992, p. 284) . For the first stage, Wards' hierarchical agglomerative procedure was employed with squared Euclidean distances summed over all variables as the distance measure (Norusis, 1990, p.364; Hair et al, 1992, p. 277) .
With this method, each case begins as its own cluster. In subsequent steps the within cluster sum of squares is minimized for all clusters by combining two clusters from the previous stage. At each step, it is the smaller clusters that tend to be combined, rather than the larger ones. Ward's algorithm tends to lead to solutions where clusters contain similar numbers of cases.
Changes in the agglomeration coefficient, an index of the homogeneity of clusters being merged, was used in selecting a cluster solution for further refinement through non-hierarchical cluster analysis (Hair, 1992, P.281 Cluster centres of all eight family need variables for both the hierarchical and non-hierarchical cluster analyses are presented in Table 4 .3. Little change occurred in cluster membership across the two procedures, indicating that a relatively robust cluster solution had been identified. The solution from the non-hierarchical cluster analysis was selected for further profiling. It comprised one group of 26 cases which obtained higher mean scores on all family need variables in comparison with the second group which contained 52 cases. These clusters were termed high-need and low-need groups.
The two groups were compared on fifty two variables, 11 of which were demographic, and 28 of which were derived from the psychosocial scales, i.e. the Family Needs Scale, the Behaviour Problem's and Skills Scale, the Perceived Social Support Scale, the Questionnaire on Resources and Stress, and Dissatisfaction with Leisure-time Arrangements Scale. These 28 variables are listed in Table 4 .4. For categorical variables, chi square tests were used to compare the groups. t-tests were used for comparisons on interval scale variables.
p values for two-tailed, rather than for one-tailed tests are reported below since the comparisons were essentially exploratory. To deal with the problem of Type 1 error associated with making 39 comparisons a p-value of .01 was set as the significance level for inferring intergroup differences on each variable.
The high-need and low-need groups were demographically similar. They did not differ significantly on the following nine demographic characteristics: the age of the carer, the sex of the carer, the income of the carer, the age of the handicapped person, the severity of the handicapped person's disability, the number of disabled people with epilepsy and the number with a psychiatric disorder. The groups also had comparable numbers of children in the family and comparable numbers of children in the family with disabilities .
While the groups did not differ on any demographic variable at the .01 level, differences on two variables at the .05 level occurred. These differences were for the sex of the handicapped person (Chi square (1, N=78)= 4.48, p <.05) with more females (58%) in the high need group compared to the low need group (32%) and the marital status of the carer (Chi square (3, N=78)= 8.69, p <.05) with over a fifth (23%) of the carers in the low need group being widowed compared with no widows in the high need group.
The status of the two groups on the Family Needs Scale, the Behaviour Problem's and Skills Scale, the Perceived Social Support Scale, the Questionnaire on Resources and Stress, and Dissatisfaction with Leisure-time Arrangements
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Scale is presented in Table 4 .4. From this table it may be seen that the psychosocial profiles of carers in the high-need and low-need groups were distinctly different. In comparison with the low-need group, carers in the highneed group reported greater needs for familial social support; more help explaining their child's handicap to others; greater assistance with leisure activities for their handicapped member; more extrafamilial social support;
greater financial assistance; more information on services for families with a handicapped member; more information on child development and management;
and greater access to respite care and counselling. In comparison with the lowneed group, carers in the high-need group reported that the handicapped people for whom they cared had more safety skills deficits and behavioural problems.
Carers in the high-need and low-need groups differed significantly in the levels of social support from both professionals and friends that they reported to be available to them with the high-need group reporting less support. Carers in the high-need group reported more family-based stress than those in the low-need group. Compared with carers in the low-need group, those in the high-need group reported more family problems and pessimism on those subscales of the QRS which assessed these constructs. The two groups also differed in their responses to the Dissatisfaction with Leisure-time Arrangements Scale. Carers in the highneed group reported greater dissatisfaction with weekly and annual leisure-time arrangements for themselves and the handicapped people for whom they cared.
DISCUSSION
Two distinct subgroups of carers characterized by unique service need profiles were identified in this study. While the high-and low-need groups were demographically similar and the handicapped people for whom they cared did not differ in their overall level of intellectual disability or life skills, there were a
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number of important psychosocial differences between the two groups. First, the high-need carers reported that the handicapped people for whom they cared had more behaviour problems and poorer safety skills. Second, the high-need carers reported less social support than their low-need counterparts. Third, they reported more stress associated with caring for handicapped family members. In this context stress referred to family problems associated with the burden of care, greater pessimism about the future and greater dissatisfaction with leisure arrangements. A summary of the profiles of the two groups is presented in Table   4 .5. These profiles suggest hypotheses about two distinct patterns of adaptation which characterize carers in the high-and low-need groups. In the low-need group, carers perceive the handicapped person for whom they care to have few behaviour problems and few safety skills deficits and therefore to place relatively low demands upon them. They also perceive friends and professionals to be offering them a relatively high level of social support. Given this lowdemand, high-support situation, they perceive less family stress associated with 76
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caring for the person with the intellectual disability and so report fewer service needs.
The second pattern of adaptation, suggested by the results, is shown by carers who report high service needs. These carers perceive the behavioural problems and safety skills deficits of the handicapped person for whom they care
to place high demands upon them. Furthermore, they perceive a low level of support to be available to them from friends and professionals. This highdemand, low-support situation underpins their perception of high levels of family stress associated with caring for the handicapped person and so they report high service needs.
The results of this study are consistent with two of the main findings in the international literature. First, the relationship between level of disability and carers' reported service needs is not simple. Second, multifactorial models of stress, coping and social support are probably the most useful way to conceptualize the impact of caring for a person with a disability on the family (Scott, 1994) . For, example, Frey, Greenberg and Fewell (1989) found that social support, utilitarian resources, problem solving skills, belief systems, and morale all contributed to carer's adjustment.
The study reported here had a number of methodological shortcomings.
First, a non-random convenience sample was used which was relatively socially disadvantaged. Thus it is difficult to say the degree to which the results may be generalized. Second, a limited range of variables was tapped by our assessment protocol. Important variables such as carer's self-efficacy beliefs about their caring abilities were not included. Third, there was an exclusive reliance on selfreport instruments. Carer's actual service-using behaviour was not observed and independent ratings of the handicapped persons' behaviour problems or other psychosocial variables were not obtained.
In the light of the shortcomings of the present study, our view is that future research using representative samples of carers should include an assessment protocol which taps a wider range of variables. It would also be
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desirable to include both self-report instruments and independent ratings of certain variables, particularly those in the domains of service use and behavioural problems.
SUMMARY
A cluster analysis of responses of 78 carers of people with learning disabilities to service needs scales identified high-and low-need groups, each with distinct profiles. In comparison with the low-need group, the high-need group reported greater needs for familial social support; help explaining their child's handicap to others; assistance with leisure activities for their handicapped member; extrafamilial social support; financial assistance; information on services for families with a handicapped member; information on child development and management; and respite care and counselling. Those in the high-need group perceived the handicapped person for whom they cared to have more behavioural problems and safety skills deficits. The carers in the high-need group also had lower levels of perceived social support and higher levels of family stress.
Although high-and low-need groups displayed these disparate psychosocial profiles, they were demographically similar and did not differ in terms of the level of disability of the handicapped people for whom they cared. Note: %var = amount of variance accounted for by the factor. Factor load=factor loadings of items. rxx = alpha reliability coefficient. For all items three point scales were used (1= do not need help, 2 = unsure, 3 = need help). Subscales are based on item totals.
